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РАПЕМТ DETAILS 
АСЕ: 54 
GENDER: Female 
PATIENT NUMBER: 22313251 


HOSPITAL: King Edward Hospital 


PREOPERATIV 
E 


HISTORY 


TYPE OF SURGERY(1): Total Abdominal Hysterectomy (due to multifibroid uterus) 
PAST MEDICAL HISTORY(3): RVD reactive on HAART (CD4 = 487, Viral load unknown), High 
BMI(41), non-smoker,non-drinker. 


MEDICATIONS(2): HAART 


PAST SURGICAL HISTORY(1): in 1996 previous laparotomy+salpingectomy for ectopic 
pregnancy on the right. 

ANAESTHETIC HISTORY(1): 1996: Previous General anaesthesia Rapid sequence 
induction+ RSI. 

ALLERGIES(1): Nil 


EXAMINATION FINDINGS 
GENERAL EXAMINATION AND VITAL SIGNS (2): 
- Patient is well looking, normal level of consciousness - distended abdomen, normal 
hydration status, obese. 
- Vital signs: Oxygen saturation= 99%, BP= 90/750, Pulse= 85bpm. 


AIRWAY ASSESSMENT (3) 
- Mask ventilation > Patient has no beard, is Obese, has teeth, not in extremes of 
age, does not snore. 
- Laryngoscopy/Intubation > No dysmobility of tempero-mandibular joint or cervical 
spine, no disproportion, no distortion, and normal dentition. 
- THEREFORE, patient is classified as Easy laryngoscope/ easy mask ventilation. 
- Patient is has a big multifibroid uterus, so they have increased aspiration risk. 


SYSTEMATIC EXAMINATION (3) 
- CVS > Hemodynamically stable, and no murmurs. 
- CNS > Conscious and no signs of meningism, GCS=15, no signs of increased intracranial 
pressure. 
- Hematological > HB=10 (normal), no history of coagulopathy. 


ASA RATING & EXPLANATION (2) 


- ASA SCORE = Class 2 (HIV positive, obesity 30-40). 
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CONSENT (1) 
- Signed informed consent was obtained. 


PREMEDICATION & REASON FOR ADMINISTRATION (4) 

- Paracetamol 1g per oral > To make analgesia easier to achieve and need less dose for 
morphine intra-op. 

- Cefazol 29. 


ANAESTHETIC PLAN & REASON FOR CHOSEN PLAN (2) 
- General anaesthesia, standard sequence induction > because of an abdominal surgery and 
it is an elective case. 


WHY IS IT IMPORTANT TO TAKE A HISTORY OF THIS PATIENT'S MEDICAL PROBLEMS 
PREOPERATIVELY? (5) 


- SINCE THE PATIENT IS HAVING A TOTAL ABDOMINAL HYSTERECTOMY which has a high risk 
of bleeding, so it is necessary that | know the coagulopathy or tendency to bleed conditions 
of the patient. Whether this patient smokes or not is important because smoking causes 
reactive airway which will make intubation difficult. 
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INTRAOPERATI 
VE 
INITIAL SETUP (3) 
- Airway trolley 
- Anasthetic machine prepared. 
- Emergency drugs (adrenaline, phenylephrine, epinephrine) 


MONITORS & REASON FOR USE (5) 
Non-invasive BP > To detect hypotension and treat it accordingly if identified. 
ECG > To detect cardiac arrhythmias. 
Pulse oximeter > Helps in identifying if there is a problem in ventilation. 
Capnography > Helps in confirming correct placement of endotracheal tube and when the muscle relaxant 
starts to wear off. 
Oesophageal temperature Probe > Helps to identify hypothermia. 


INDUCTION AGENT(2) Propofol 
MAINTENANCE AGENT (1) Isoflorane 


MUSCLE RELAXATION (1) Rucoronium 
ANALGESIC PLAN (3) > Give Pre-op Paracetamol 1g, Fentanyl 200ug, Morphine to 
maintain analgesia. 


DESCRIPTION OF ANAESTHETIC TECHNIQUE AND FLUID MANAGEMENT (10) 
Standard sequence induction: 
- Pre-oxygenate the patient with 100% oxygen for 3-5 minutes. 
- Wait till Expiratory oxygen reaches 80% and above on the anaesthetic machine. 
- Inject short-acting opiod : Fentanyl 
- After 3 minutes give induction agent intravenously: 200mg Propofol 
- Do head tilt chin-lift, holding mas firmly and Manually ventilate the patient (bag). 
- Give Rucoronium. Keep bagging the patient for 2-3 minutes. 
- While waiting Turn on Isoflorane. 
- Insert laryngoscope to visualize vocal cords. 
- Insert endotracheal tube. 
- Confirm the position of the tube (chest rise, capnography, auscultate) 
- Connect patient to mechanical ventilator. 
- Then during the case give Morphine to maintain analgesia. 
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DESCRIPTION OF AIRWAY MANAGEMENT (10) 


e Aspiration risk : Patient is obese and has а multifibroid uterus which increases intra- 
abdominal pressure, so she has increased risk of aspiration. 
• BVM: Patient is/ has No beard, Obese, few teeth, elderly, no snore. 
е Laryngoscopy : 
о 4D's > Disproportion: Patient's Malimpati score is class 1, Thyromental distance is 
6cm. 
о No Distortion: masses, or haematoma. 
Dentition: Awkward teeth and missing teeth but not overbite. 
Dysmobility: Mouth(Inter-incisor distance is 3 fingers), Jaw (can do upper lip bite test), 
Neck extension (Atlanto-axial extension=36 degrees) 
e Rescue Airway: Plan В if failed intubation 
o Usually LMA 
о Predictors of difficulty> Patient has 3cm mouth opening, no obstruction, no distorted 
anatomy, no stiff C-spine. 
o Therefore, Patient is difficult ventilation but easy ventilation and easy rescue airway. 
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FLUID MANAGEMENT AND TEMPERATURE CONTROL (5) 


Fluids: We warm the fluids using а Fluid warmer and also warm blood before administering 
to the patient. 


We avoid the patient from getting cold by: patients must be оп а dry surface, cover parts 
of the body which are not being operated. 


We use Fost Air warming device. 


INTRAOP QUESTION: WHAT WAS THE MINIMUM ALVEOLAR CONCENTRATION (MAC) THAT WAS 
REQUIRED TO MAINTAIN ANESTHESIA AND HOW DID THIS RELATE TO THE DEPTH OF 
ANAESTHESIA OF THIS PATIENT? (5) 


The MAC required for maintenance of this patient was 1.0%, This means the general 
anasthesia was deep from the Morphine and the inducers, such that а lower MAC was 
needed to keep the patient asleep. 


POSTOPERATIVE 


EMERGENCE (5) 


Patient must show signs that the muscle relaxant is wearing off (we use nerve stimulator, 
observing the train of four) 

Then suction the patient. 

Use reversal: Neostigmine and glycopyrrolate, at the same time look for signs that the 
patient is starting to breathe on their own(e.g coughing, Respiratory rate goes up) then 
switch to spontaneous breathing button. 

Switch off Volatile agent. 

Oxygenate the patient with 100% oxygen. 

Try to stimulate patient to wake up. 


POST ANAESTHETIC MANAGEMENT (10) 


Monitor vital signs till > BP and Pulse be within 20% baseline. Oxygen saturation must be 
above 92% оп room air. 

Monitor consciousness > Patient must be conscious. 

Monitor breathing > Patient must be able to breathe on their own. 

Pain and emesis control. 

Temperature must be normal, not shivering 

Surgical bleeding > None to minimal (not more than the expected) 

Monitor Urine output. 

Monitor the wound/suture whether dry or signs of infection. 

Patient must be able to move all 4 limbs. 
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- After all the above is maintained, transfer the patient to the ward. 


NAME ONE POSTOP COMPLICATION WHICH OCCURRED (OR MAY HAVE OCCURRED) AND 
DESCRIBE THE MANAGEMENT OF THIS COMPLICATION ? (5) 


BRONCHOSPASM 

1. Administer 100% O2 

2. Call for help 

3. Stop potential causes / precipitants 

4. Deepen anaesthesia with sevoflurane or propofol 


5. Quickly exclude misplaced ETT (endobronchial) and mechanical obstruction (may be aided 
by ventilating with Ambubag by hand) 


6. Reverse bronchoconstriction: 
- Nebulise - 2-6 puffs of a B2 agonist. 

• Remove plunger of 20 ml luer lock syringe. Remove inner cylinder from handheld inhaler 
and place into syringe. Replace plunger. Connect short iv extension to luer lock. Depress 
plunger with iv extension down ETT, follow by manual ventilation to disperse drug down 
airway. 

- Hydrocortisone 1.5-2mg/kg iv 

- Ketamine 2 mg/kg iv 

- Magnesium 40mg/kg iv 

- Adrenaline 0.1-1mcg/kg iv 

- Salbutamol iv. 

7. Correct Hypoxaemia: ventilate with low tidal volumes, slow RR, increased expiratory time 
1:3-4 

8. Consider differentials, review medication history, address underlying cause 

9. Do Arterial Blood Gas and CXR if indicated 

10. At end of case, once bronchospasm under control, extubate deep. Give lignocaine iv prior 
to extubation to blunt extubation response. 

11. If bronchospasm is severe / ongoing / patient has other comorbidities, consider high care / 
ICU referral. 


